CASE REPORT
===========

A 22-year-old male was admitted because of discomfort due to repeated upper respiratory tract infection symptoms, chronic cough, and sputum for several years. There were no abnormal findings reported in the initial laboratory results and electrocardiogram. Chest X-ray and enhanced chest computed tomography (CT) scans were taken; these revealed bilateral cystic lesions on both the lower lobes. Like the chest X-ray, the chest CT also revealed bilateral cystic lesions. In particular, pneumonic consolidations were found on the lesions of the right lower lobe (RLL) ([Fig. 1](#F1){ref-type="fig"}), and both the lesions were fed directly from the thoracic aorta and drained into the pulmonary vein ([Fig. 2](#F2){ref-type="fig"}). On the basis of the CT image analysis of the chest, the patient was diagnosed as having bilateral intralobar pulmonary sequestration on the RLL and left lower lobe (LLL).

The patient wanted surgery for repeated chronic cough and sputum. We planned staged bilateral lobectomy for both lungs and prophylactic embolization of the feeding vessels for preventing unexpected hemorrhage during the operation. On hospital day (HD) 1, angiography was done for embolization of feeding vessels of the pulmonary sequestration. Each of them was occluded with embolic coils ([Fig. 3](#F3){ref-type="fig"}). On HD 3, right lower lobectomy of lung with video-assisted thoracic surgery was done because of the pneumonic consolidations.

The patient was discharged on postoperative day 10 without surgery of the LLL because of personal schedules and recovery. In the serial outpatient department follow-up, the patient did not feel any respiratory discomfort and was satisfied with the result of angiographic embolization; he refused additional surgery of the LLL.

DISCUSSION
==========

Of all congenital pulmonary malformations, pulmonary sequestration is the second most common congenital anomaly, having an incidence of 0.15% to 1.8% \[[@B1]\]. However, bilateral pulmonary sequestration is extremely rare, and its exact incidence has not yet been determined.

Most authors believe that bronchopulmonary sequestration should be treated with ligation of the afferent artery and resection of the sequestered pulmonary parenchyma because of the propensity for recurrent infections \[[@B2]\]. As compared to surgical resection with angiographic embolization in newborns \[[@B3]\], surgical resection of pulmonary sequestration is believed to be the safest and most effective method of treatment. In the case of non-symptomatic pulmonary sequestration, there are several cases of successful management with angiographic embolization \[[@B4],[@B5]\]. Further, there is a case report of successfully treated bilateral pulmonary sequestration with a horseshoe lung in a young patent with lobectomy of the LLL and ligation of a feeding vessel to the RLL \[[@B6]\]. However, there are very few studies that compare the result of embolization with that of surgical resection and report which treatment is better in the cases of symptomatic and non-symptomatic lung problems in adult patients. In our case, the initial plan included staged bilateral lobectomy for both lungs, but we treated the patient first with angiographic embolization for asymptomatic pulmonary sequestration of the LLL and then with surgical resection for symptomatic pulmonary sequestration of the RLL. Although the two-year follow-up showed that the patient did not suffer from any complications, serial studies and follow-up are required for the left pulmonary sequestration of the LLL.
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![Bronchial dilatation with a fluid-filled multiple cystic mass in the posterobasal segment of the right lower lobe; multiple clustered cystic lesion (approximately 6 cm) in the left lower lobe. (A) Lung parenchymal view. (B) Contrast-enhanced view.](kjtcs-46-475-g001){#F1}

![Introlobar-type bronchopulmonary sequestration; blood supply from small branch of the aorta (arrow).](kjtcs-46-475-g002){#F2}

![Feeding arteries from the thoracic aorta to the bilateral pulmonary sequestrations were occluded with embolization. (A, B) Identification and embolization of the feeding vessels of the right lower pulmonary sequestration. (C, D) The same methods with above for left lower pulmonary sequestration.](kjtcs-46-475-g003){#F3}
